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Background: Most cholera outbreaks are due to faecal con-
taminated drinking water. On 25 April 2015, Gulbarga district of
Karnataka reported 82 diarrhoea cases in Biral B village. We con-
ducted an investigation to identify risk factors for illness and to
provide recommendations to control the outbreak and prevent
future illness.
Methods & Materials: We deﬁned a suspect case of cholera as
≥3 loose stools in24hours in a resident of Biral B villagebetween19
April and 7 May, 2015. We identiﬁed cases by active surveillance
through a house to house survey. We conducted a retrospective
cohort study in every third household. We interviewed 565 per-
sons in 177 households to assess illness status, socio-demographic
characteristics, and potential risk factors including water sources
and water treatment. We calculated relative risk (RR) and 95% con-
ﬁdence interval (CI). We collected ﬁve stools samples for testing
of Vibrio cholerae at district referral laboratory. We assessed water
sources, water distribution and tested all sources for faecal col-
iforms.
Results: We identiﬁed 169 cases among 2495 villagers (attack
rate = 7%). Three fourths (126) were hospitalized with no deaths.
Illness onset dates ranged from 22 April to 7May 2015. Themedian
agewas 25 years (range 1-85yrs)with the highest attack rate of 14%
(33/235) among 26 to 35 years group and the lowest attack rate of
1.4% (8/561) among the age group 46 to 55 years. The attack rate
was 16% (14/86) among persons using water from an unprotected,
hand-dug well A for drinking or cooking (RR: 2.2, 95% CI: 1.2-3.8)
compared to 10% (15/149) for a second unprotected hand-dug well
B(RR: 0.8, 95% CI: 0.5-1.5) and 7% (28/380) for any of six tube-wells
(RR: 0.6, 95% CI: 0.4-1.0). One of ﬁve stools sampleswas positive for
Vibrio cholerae El Tor Ogawa by culture. Water samples from wells
A and B, the six tube wells, overhead tank, and household taps had
faecal coliforms and deemed not potable.
Conclusion: This suspected cholera outbreak was from using
non-potable water particularly from one unprotected well A for
drinking or cooking. We recommend chlorination, protection, and
regular testing of water sources, particularly well A.
http://dx.doi.org/10.1016/j.ijid.2016.02.550
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Background: Hepatitis E virus (HEV) is the leading cause of
acute viral hepatitis with over 2 billion cases per year. In India, HEV
accounts for 60% of acute viral hepatitis cases. On 10 July 2015,
Mandya district in Karnataka, India reported 50 cases of jaundice
from factory A. We investigated to describe the outbreak, identify
risk factors and propose recommendations.
Methods &Materials:We deﬁned a case as acute onset of jaun-
dice (yellow discoloration of eyes/dark coloured urine) in factory
A worker between April and July 2015. We did a retrospective
cohort study between 15th and 30th July. We interviewed work-
ers about socio-demographic characteristics, food exposures and
water sources. We calculated relative risk (RR) and 95% conﬁdence
interval (CI). We collected 19 serum samples for IgM testing by
ELISA for Hepatitis A, Hepatitis E and Leptospirosis. We assessed
water sources and collectedwater samples from canteen, overhead
tank and river for testing faecal coliforms.
Results: We identiﬁed 132 cases between 25 May and 28 July
2015. Therewerenodeaths, butmost (73%) caseswerehospitalised.
Attack rate was 14% (132/950) and almost equal between genders
(females 14% [114/812] and males (13% [18/138]). Median age was
29 years. Drinking water from factory tap (RR=1.7, 95% CI=1.2-2.5),
eating lunch daily from factory canteen (RR= 2.1, 95% CI=1.4-3.1),
or eating at least once from factory canteen in past three months
(RR=2.4, 95%CI=1.7-3.3) were associated with illness. Using pub-
lic water for drinking or cooking at home (RR=1.1, 95% CI=0.8-1.4)
was not signiﬁcant. Washing hands with soap after defecation was
protective (RR=0.6, 95%CI: 0.4-0.9). Eighteen serum were positive
for HEV. River water was ﬁltered in sand ﬁlter and stored in over-
head tank, but was never chlorinated. Factory tap water was used
for cooking in canteen. Water samples from all three sites were
positive for faecal coliforms.
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Conclusion: This HEV outbreak in factory A in Mandya district
was probably due to drinking water from factory and eating from
factory canteen. We recommend providing safe water for drinking
and cooking by changing sand in ﬁlters, chlorination and periodic
testing of water. We recommend promoting hand washing prac-
tices.
http://dx.doi.org/10.1016/j.ijid.2016.02.551
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Background: Avain inﬂuenza is caused byH5N1 virus and com-
monly human are not infected because of the effective culminating
procedure. Still the risk of infection to human is elevated due to
increased contact with poultry and migratory birds. Case fatality
rate of the infection increases the need to understand the dynamics
of transmission of H5N1 from migratory birds to human through
domestic poultry; study aims to illustrate the interactive model
design of avian inﬂuenza and describing the points of interactions.
Methods & Materials: We considered the avian inﬂuenza
migratory bird hypothesis as the cause of introduction of H5N1
virus in a susceptible population of poultry and human. In this
study, we assumed SIR model for migratory/wild birds, SIC model
for poultry and SIR model for human infection. For this study con-
sidered the recent outbreak of H5N1 in Kerala as a methodological
sample and demographical, epidemiological factors from Kerala
has been used for modeling purpose.
Results: Study results indicate the certainty of the migratory
bird hypothesis for introduction of H5N1 in poultry. We also
described the points of interaction between these three models.
Meachanism of operation of the H5N1 interactive model design
has been demonstrated with the projected population parameters.
Conclusion: This interactive model of avian inﬂuenza infection
describes the risk of infection to human population and its trans-
mission in a vulnerable human population. More epidemiological
investigation is needed to explore the modeling pathways of the
avian inﬂuenza in two species. Model design should be done with
real ground level data from the veterinary department and health
department so that the real crossovers can be identiﬁed and effec-
tive preventive measures could be implemented.
http://dx.doi.org/10.1016/j.ijid.2016.02.552
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Background: Epidemic-prone diseases pose serious public
health risks to African countries and populations around theworld.
In Kenya, similar to other African countries, compromised health
systems hinder the compliance to Integrated Disease Surveillance
and Response (IDSR) and International Health Regulation (IHR)
policies, resulting in incomplete, delayed or poor quality paper
based reports from the peripheral health facilities. Widespread
expansion of mobile phone penetration and network coverage
in Africa offers an opportunity to overcome communication and
human resource challenges and potentially improve public health
practice through mHealth. Small-scale projects are rarely rigor-
ously evaluated which limits evidence-based policy adoptions and
scale-up. This study addresses the scarcity of data from a ran-
domized controlled trial in Kenya testing the effects of a real-time
reporting of immediately notiﬁable diseases.
Methods & Materials: A cluster randomized controlled trial
was undertaken between November 2013 and April 2014 in Busia
and Kajiado counties in Kenya. A total of 135 health facilities
were randomized into either the intervention group where health
workers received training on mSOS and routine surveillance, or
a control group that received only routine surveillance training.
The mHealth intervention, mSOS (mobile SMS based disease out-
break alert system) is composed of formatted SMS communication
betweenhealthworkers andhealthmanagers (disease surveillance
coordinators at the sub-county, county and national levels), and
mSOS web based portal used for monitoring notiﬁcations. Health
workers used mSOS text messaging system for 6 months to send
patient-level information on suspected cases that require immedi-
ate notiﬁcation. Messages were sent to a toll-free number set with
a telecommunication provider in Kenya. Health managers received
text message real-time on their mobile phones.
Results: The results showed that timely notiﬁcations were
signiﬁcantly higher in mSOS intervention group (+16.6%, 95%
CI=2.71-25.07), which despite large improvements remained sub-
optimal with only one-ﬁfth of detected cases notiﬁed.
Conclusion: This study showed promising potential of how
innovative technology could help in increasing the notiﬁcation
rates of suspected priority diseases and enhancing International
Health Regulations compliances in resource-limited settings.
http://dx.doi.org/10.1016/j.ijid.2016.02.553
